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Abstract
Implementation research has tremendous potential to bridge the research-practice gap; however,
we know more about barriers to evidence-based care than the factors that contribute to the
adoption and sustainability of evidence-based treatments (EBTs). This qualitative study explores
the experiences of clinicians (N = 11) who were implementing EBTs, highlighting the factors that
they perceived to be most critical to successful implementation. The clinicians’ narratives reveal
many leverage points that can inform administrators, clinical supervisors, and clinicians who wish
to implement EBTs, as well as other stakeholders who wish to develop and test strategies for
moving EBTs into routine care.
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Introduction
Evidence-based treatments (EBTs) are seldom implemented in routine care (Garland, et al.,
2010; Institute of Medicine, 2006; Raghavan, Inoue, Ettner, & Hamilton, 2010; Wang,
Berglund, & Kessler, 2000; Zima, et al., 2005) despite their promise as a means of
improving the quality of mental health services (Kazdin & Whitley, 2006; President's New
Freedom Commission on Mental Health, 2003; Weisz, Jensen-Doss, & Hawley, 2006). This
has resulted in an increased emphasis on implementation research, which can be defined as
“the scientific study of methods to promote the systematic uptake of research findings and
other evidence-based practices” to improve the quality (effectiveness, reliability, safety,
appropriateness, equity, efficiency) of service delivery in routine care (Eccles, et al., 2009;
Eccles & Mittman, 2006). The National Institutes of Health has made implementation
research a priority (National Institute of Mental Health, 2008; Office of Behavioral and
Social Science, 2011), and has made substantial investments in this work (National Institutes
of Health, 2010). Similarly, the Institute of Medicine has acknowledged the critical role that
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implementation research must play in improving the overall quality of healthcare delivery,
and has deemed the testing of strategies for dissemination and implementation a top-quartile
priority for comparative effectiveness research (Institute of Medicine, 2007, 2009).
Yet, despite these recent investments in the science of implementation, we still know far
more about the barriers to evidence-based practice and implementation (Bond, et al., 2001;
Cabana, et al., 1999; Grol & Wensing, 2004; Légaré, 2009; Rapp, et al., 2009; Woltmann, et
al., 2008) than we do about the factors that contribute to implementation success. While
assessing barriers to evidence-based care is an important aspect of the process of
implementation (Légaré, 2009), we must move beyond barriers in order to “identify,
develop, and refine effective and efficient methods, structures, and strategies to disseminate
and implement” effective treatments (National Institutes of Health, 2010). Although many
potential implementation strategies have been identified (Cochrane Effective Practice and
Organisation of Care Group, 2002; Grol, Wensing, & Eccles, 2005; Powell, et al., 2011;
Straus, Tetroe, & Graham, 2009), the evidence supporting their effectiveness is mixed.
Thus, there is a tremendous opportunity to solicit stakeholder perspectives in order to find
creative, efficient, and robust methods to integrate EBTs into routine care. Qualitative
approaches to implementation research have been underutilized as a means of identifying
barriers and facilitators to evidence-based care, understanding contextual factors that
influence the success of an implementation effort, and generating hypotheses for future
empirical work (Berwick, 2008; Institute of Medicine, 2007).
The purpose of this study is to explore mental health clinicians’ subjective experiences of
implementing EBTs in routine mental health care using semi-structured qualitative
interviews. There was an explicit focus on practitioners who were currently implementing
EBTs in order to ensure our ability to move beyond an assessment of barriers to an
examination of the elements of implementation that clinicians found most crucial to their
success. Principle research questions included: 1) What are the clinicians’ experiences of
delivering ESTs in the real-world?; 2) Are there barriers to implementation that are unique
(i.e., that have not been well addressed in the literature)?; 3) What are the primary
facilitators of implementation?; 4) How do clinicians balance the tension between fidelity
and adaptation when implementing ESTs?; and 5) What factors impact a clinician's intent
and perceived ability to sustain the use of EBTs over time?
Methods
Sampling and Recruitment
Mental health clinicians that were implementing EBTs at the time of recruitment were
eligible to participate. Treatments were determined to be evidence-based if they were
manualized and recognized as empirically supported by one of the evidence-based practice
clearinghouses, such as SAMSHA's National Repository of Evidence-Based Programs and
Practices or the California Evidence-Based Clearinghouse for Child Welfare. Purposive
sampling was used to select two agencies in the St. Louis metropolitan area that were known
to be implementing EBTs. Clinicians were recruited by email after seeking permission from
the respective agency directors and obtaining a signed letter that provided assurance that
clinicians’ participation in the study would be confidential and would not (positively or
negatively) impact their standing at the organization. All potential participants were emailed
a copy of the informed consent form along with the invitation to participate.
The Sample (Clinicians, Organizations, Evidence-Based Treatments)
A total of 16 invitations were extended to agency-based participants, 11 of which agreed to
participate (5/7 from Agency A and 6 of 9 from Agency B). The 11 participants were
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masters-level mental health clinicians with a range of clinical experience and exposure to
evidence-based treatments. For example, some clinicians had early exposure to research and
EBTs (e.g., one participant was exposed to PhD-level research courses, another was
involved with Assertive Community Treatment in the early years of its development), while
others were far less familiar with evidence-based practice and the empirical literature (e.g.,
several participants only learned about evidence-based practice when EBTs were introduced
in their organizations). The characteristics of the participants are detailed in Table 1.
Agency A serves primarily children, youth, and families while Agency B serves primarily
youth and adults. Both organizations could be considered “early adopters” (Rogers, 2003),
as they have embraced a number of EBTs and demonstrated a high level of commitment to
providing evidence-based psychosocial care.
The participating clinicians utilized a variety of EBTs in child and adult mental health.
While some clinicians discussed the implementation of more than one EBT, the majority
discussed the implementation of only one or two EBTs. The EBTs represented in this study
are listed in Table 2.
Interview Procedures
All interviews were conducted in-person in private offices by the first author. Interview
sessions began with a description of the research study and the administration of informed
consent form. Clinicians were then asked to complete a brief demographic questionnaire that
included information about the participant's gender, race, education, training background
(i.e., discipline and level), years of experience in the mental health field, and years of
experience in their current agency. The clinicians then participated in a semi-structured,
qualitative interview that lasted from between 45 and 75 minutes. An interview guide
informed by previous theoretical work focused on the implementation of evidence-based
practices (Michie et al., 2005) was developed collaboratively with the study team, and
reviewed for face-validity by two individuals with expertise in clinical practice and mental
health services research. The interview guide included questions regarding the context of
practice and the place of EBTs; clinicians’ knowledge, skills, and perceived self-efficacy in
relation to the EBTs (including their experiences with training and ongoing support); their
motivation and rationale for using EBTs; their decisions related to the utilization and
adaptation of EBTs; their intent and perceived ability to sustain the EBTs in the long-term;
and a “wrap-up” question prompting clinicians to discuss any uncovered aspects of
implementation that they believed to be particularly pertinent. The interview guide
represented a preliminary framework for the interviews, and evolved to reflect the responses
of participants in earlier interviews.
Data Analysis
All interviews were audio-recorded to increase their descriptive validity (Maxwell, 1992),
transcribed verbatim, and entered into NVivo 8 for analysis. First, we identified a subsample
of transcripts containing narratives of implementation experiences. These transcripts were
read several times to gain a sense of the clinicians’ experiences, and to identify a
preliminary coding scheme. The coding scheme was first identified within transcripts
(Chase, 2005), and later confirmed across interviews. Data reduction resulted in the
extraction of text-segments that developed narratives representing the clinicians’
experiences while implementing EBTs. These texts were then grouped into summaries, and
used to identify the portions that best captured their experiences implementing EBTs.
Results outlining clinicians’ experiences implementing ESTs are presented in relation to:
implementation incentives and motivators, unique implementation barriers, implementation
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facilitators, fidelity and patterns of adaptation, and their intent and perceived ability to
sustain the use of ESTs over time.
Ethics Approval
Ethics approval for all study procedures was obtained from the Human Research Protection
Office at Washington University in St. Louis.
Results
Incentives
The incentives to implement EBTs can be categorized at the professional-, organizational-,
clinician-, client-, and intervention-levels.
Professional-level incentives—At the professional-level, many participants expressed
the need for the field to embrace more of an empowerment or recovery model of clinical
practice. One clinician/administrator painted a grim picture of the state of the mental health
field:
I mean, I think we've done a really, really grand job of teaching the mental health
patients that they can't do @#$ for themselves! As a way of keeping us in business
maybe . . . I don't know. But we've done a really good job of that and they don't
even believe they can do it, their families don't believe that they can even be
helpful, their families don't even believe that they can do it so, you know, we've
crippled the two most important resources – the client and their family.
Yet, a sentiment shared by many was that EBTs promote an empowerment or recovery
model by holding both the patient and the clinician accountable for continued progress. One
participant proclaimed, “There's something loving in letting somebody go hungry for a few
days, if that creates the opportunity for them to learn a new trick so that they never go
hungry again.” These fundamental beliefs about clients’ capacity to change and the role of
the helping professional seemed to pave the way for the implementation of EBTs.
Organizational-level incentives—At the organizational level, there were several
incentives mentioned. Financial rewards, such as the receipt of grants and increased
referrals, were cited as powerful incentives. The participants also shared anecdotes that
suggested organizational benefits such as reduced staff burnout, increased staff retention,
increased staff capacity (i.e., staff were equipped with new skills), and increased
accountability to funding agencies. Finally, an organizational incentive for implementing
EBTs was to enhance the quality of services provided by introducing some standardization
of care delivery.
Clinician-level incentives—The most frequently cited incentive to adopt and sustain the
use of EBTs was clinicians’ lived experiences of the treatments’ effectiveness. They
expressed that the EBTs were working for them. One clinician/supervisor spoke of the
positive effect of seeing a client improve as a result of an effective treatment strategy:
“It's really pretty damn thrilling when you see a client that you never, ever, ever
thought would get on a bus and now they're taking a bus and going to work on the
bus...I mean, that's really what I have sold people on...it's the personal front seat
experience of really, really trying, and where they could see that it really works.”
Another clinician echoed the importance of first-hand experiences of effectiveness, “They
work. I mean, they're effective! PCIT works! I mean, I've just really seen kids shine...you
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know, seeing kids who are in a shell really just come out. It's so positive for the parent-child
relationship.”
In a similar vein, clinicians expressed feeling much more competent in their work after they
began to master the EBTs. This was an especially salient incentive for new clinicians, who
expressed having a sense of confidence after learning treatment models that were proven to
be effective. Developing professional skills that would serve them well throughout their
careers was also a strong incentive. One clinician remarked, “I think as a new clinician it
kind of helped with my confidence level, too. Learning something new that has been proven
to work...if I ever want to go into private practice I'm going to be shouting on the rooftops,
“I can do this [EBT], and this [EBT], and this [EBT]!” Thus, there was an acknowledgment
that developing competencies in EBTs offers a competitive advantage in the social service
job market.
Some clinicians were candid about the reality that their use of EBTs was not entirely
voluntary, in that their job required them to adopt the treatment(s). Clearly, the opportunity
to remain employed as organizations adopted new treatment modalities was a very real
incentive to adopt and sustain the EBTs. However, clinicians also expressed that learning
new treatments kept them fresh, engaged, and served as a protection against burnout.
Client-level incentives—A few clinicians noted that some clients were initially reticent
to “buy-in” to EBTs; however, they expressed that most clients eventually come to
appreciate the treatments. Indeed, several clinicians discussed how their clients’ positive
reactions to the EBTs were motivating. In particular, they highlighted the fact that clients
appreciated that the interventions were structured. The structure gave them a clearer sense of
what they could expect throughout the course of treatment, and facilitated their
understanding of the aims and rationale for specific treatment components. Similarly, the
clear structure offered clients renewed hope that their difficulties and concerns could be
effectively addressed in a relatively short period of time.
Intervention-level incentives—The structure that manualized EBTs provide was
especially important, particularly when clinicians were treating children who have
experienced trauma of various kinds. Rather than being fearful to explore the trauma
experience, they noted that the EBT (Trauma-Focused CBT) allowed them to engage the
client in an exploration of the trauma in order to move beyond it. In a way, the structure of
the EBTs was noted to be their most important characteristic. In fact, many of the clinicians
emphasized that they used many of the components of the EBTs prior to adoption; however,
they described the structure of the treatment protocols as a means of helping them to utilize
the components in a more thoughtful and less haphazard way. Many of the clinicians
mentioned that the EBTs were fun and that they enjoyed delivering them. Some even
discussed using the techniques (e.g., of Parent-Child Interaction Therapy) with their own
children or grandchildren.
Barriers
The clinicians in this sample discussed a myriad of implementation barriers that they had
directly experienced or heard about through their discussions with other clinicians and
administrators. These barriers exist at many levels, including the intervention-, client-,
clinician-, organizational-, and systemic-levels. A complete listing of barriers cited can be
found in Table 3. Most of the cited barriers have been given a great deal of coverage in the
literature; however, three barriers that were discussed are somewhat unique and have not
been given much attention. First, clinicians discussed the difficulty of implementing
multiple EBTs at once, noting the cognitive and emotional burden that it placed on them.
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Faced with the prospect of learning multiple ESTs, one clinician expressed her hesitance, “I
know personally I feel pretty overwhelmed. There's a lot of work and I'm willing to put forth
the time, but...you can't be an expert on everything!” Second, several participants noted the
lack of role models (both within and outside of the organization) who were also
implementing similar EBTs, which limited their ability to garner technical and emotional
support during implementation. Finally, several clinicians mentioned difficulties with
clinical decision making and knowing when certain EBTs are appropriate. One clinician
noted, “Sometimes it has been hard to figure out when PCIT is not appropriate. There are
definite guidelines and I think that we've stretched them for some developmentally delayed
clients... Making those decisions is kind of tricky.”
Facilitators
From the clinicians’ vantage point, several factors facilitated successful implementation,
namely: organizational commitment, adequate financial support, training and ongoing
support, and fidelity monitoring.
Organizational commitment—Clinicians brought attention to the importance of
organizational “buy-in” or commitment, from the top-levels of the organizations on down. It
was particularly important that the leadership of the organization was committed to ensuring
adequate resources (staff, materials, and ongoing support) to implement the EBTs with
fidelity. Clinicians also mentioned the importance of having a “critical mass” within the
organization that was committed to delivering the EBTs. They found this important because
it provided adequate peer support for the technical and emotional aspects of treatment
delivery and implementation. One supervisor lamented that, in the absence of buy-in from a
critical mass, one of his supervisees left the agency, disillusioned after receiving little to no
support from her peers as she attempted to be one of the only clinicians to deliver an EBT
with fidelity. Furthermore, he noted that commitment from a critical mass goes a long way
in ensuring continuity of service delivery, so that the therapeutic messages delivered by
teams of clinicians were consistent.
Funding—Perhaps it goes without saying that adequate financial support is essential to the
successful adoption, implementation, and sustainment of EBTs. Clinicians emphasized this
repeatedly, both as a barrier and facilitator of implementation. Clinicians from grant-driven
programs were especially cognizant of the importance of ongoing funding, and stressed the
role that it plays in fostering the continuity that it takes to build the type of programs that
successfully deliver EBTs.
Training and ongoing support—The majority of clinicians emphasized the importance
of investing in intensive initial training, whether that takes place within the organization or
through a treatment-developer's training. “Piecemeal” training, in which clinicians’ training
experiences are not coherent or carefully planned, was cited as a significant problem or
barrier to implementation. Clinicians were also quick to note that “intensive” initial training
is rarely sufficient; indeed, it often serves as a mere introduction to a treatment model. Thus,
the overwhelming majority of clinicians emphasized the need for ongoing training (refresher
courses and more advanced clinical training in the model) and support through supervision
and consultation. Clinicians discussed multiple forms of supervision, touting the importance
of both individual and group supervision. Several clinicians depended upon group
supervision as a safe place in which they could discuss their successes, failures, and
questions about the EBT and the implementation process. One illustration comes from a
clinician who communicated how clinical decision making can be improved through group
supervision, “Those supervision groups help, because before I make that decision I realize
now that I don't have to make it on my own.” Many also stressed the importance of having
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access to experts (either the treatment developers or individuals with a great deal of
experience in delivering the EBT) available for consultation. Finally, clinicians referenced
the importance of having ready access to training resources and intervention materials such
as videos, treatment manuals, and clinical tip-sheets.
Fidelity monitoring—Even when properly supported in the ways cited above, clinicians
acknowledged the tendency to drift from the treatment models. Thus, they discussed the
importance of ongoing fidelity monitoring, and of returning to the treatment manuals for
ongoing study and reflection.
Adaptation and Fidelity
The majority of clinicians asserted their belief that the EBTs they employed did not need to
be adapted and that they would be less effective if they were adapted in a substantial way.
One clinician remarked, “I believe it was designed like it was because it was going
somewhere, so you stick with it and you'll get there with them...I don't think it would be as
effective if you went off on a tangent.” However, adaptations were made in several
scenarios: 1) When the client's profile (mental retardation, homelessness) did not fit the
intervention's targeted populations; 2) when the clients could not handle the materials
(illiteracy, cognitive impairments); 3) due to structural factors (funding was ending sooner
than the time required for the intervention; there were not enough staff to deliver the
intervention as recommended); 4) due to contextual factors (adapting treatments for in-home
services); or 5) due to training, experience, or level of knowledge/mastery in the model, the
intervention's core components were not fully understood or were fully understood (“I think
as you grow into the model you see that there is a lot of room to be flexible”).
Ultimately, the clinicians felt that there was “room to wiggle,” and that the EBTs were
flexible enough for them to effectively meet their clients’ needs. For instance, one clinician
discussed adding sessions to address the unique needs of a client with a cognitive
impairment. Others mentioned their ability to make the treatment their own by integrating
their own personalities and senses of humor. One clinician noted that although EBTs
provide a structure to treatment, there is no substitute for the creativity and therapeutic skills
that are required to engage a client:
If you strip away all the specifics, it still comes back down to some fundamental
principals. Can you develop a relationship with the people you're working with?
Can you help them develop some of their own ideas and get them to implement
them? Can you motivate them?
Though clinicians did not report conscientious adaptations to the treatment models, they did
acknowledge their tendency to drift from fidelity (as previously discussed).
Sustainability
All of the clinicians interviewed mentioned their desire to sustain the EBTs in some form,
though one clinician mentioned that she would probably implement the EBT with less
fidelity if she were in private practice or another setting in which fidelity was not valued as
highly. A salient temporal or sequential component to sustainability was evident in the
clinicians’ responses. Initially, they emphasized the indispensability of organizational “buy-
in,” intensive training, and ongoing support (supervision, consultation, booster training): “I
think when things are new it really takes a high level of support, I really do.” This initial
investment in implementation seemed to lead to the internalization of the intervention
components – that is to say, they became a part of the clinicians’ therapeutic repertoire. A
clinician who works primarily with children and families describes this process:
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Yeah, it really does become a part of you...I believe in the model so much I use it
myself, so it does become a part of who you are. I think that's important. I think it's
very hard to take on something that you don't really believe works. It would show.
If you talk to the people here, you can tell because we have some people that are
PCIT [Parent-Child Interaction Therapy] to the heart. They breathe it.
After learning and becoming comfortable with the intervention components, clinicians
reported having difficulty imagining not using the EBTs. One clinician exclaimed, “I don't
know how I wouldn't do it anymore, because once its there its there.” Their lived
experiences of the effectiveness of the EBTs reinforced the continued use of the treatments,
and ultimately would seem to facilitate their sustained use. Yet, the clinicians’ enthusiasm
for sustaining the use of EBTs did not approach naïveté. They acknowledged the importance
of ongoing support in the way of continued training, supervision, and consultation, and
admitted that it would be difficult to sustain the use of these practices if they were isolated in
private-practice or an organization that was less supportive of EBTs. Again, they noted the
importance of some sort of external validation or fidelity monitoring to ensure that they did
not succumb to therapeutic drift.
Discussion
This study explores the experiences of clinicians who are actively implementing EBTs in
their routine practice. Their stories can inform administrators and researchers who are
formulating implementation plans, as well as clinical supervisors and clinicians who are
considering the adoption of EBTs. The participants (and agencies) in this study demonstrate
that EBTs can be successfully integrated in routine care despite the many challenges and
barriers to implementation. Indeed, their narratives can inform the development and testing
of implementation strategies by specifying opportunities for intervention that have proven to
be important in the “real world.” Our discussion focuses on some of the elements of both the
EBTs and the implementation processes that can be leveraged to increase the chances of
implementation success.
Incentives to Implement EBTs
Clinicians discussed incentives and motivators to implement EBTs at multiple levels.
Perhaps the most overwhelming motivator to implement and sustained EBTs was the
clinicians’ lived experiences of their effectiveness. Rarely did clinicians mention the
strength of the empirical evidence as a primary motivator, which is consistent with evidence
demonstrating that case studies were superior to research reviews in interesting clinicians in
training focused on specific EBTs (Stewart & Chambless, 2010). Thus, implementation
plans that integrate case studies, video vignettes, role-plays, and other anecdotal case
information may be more effective than imploring clinicians to scrutinize the empirical
literature. Furthermore, this underscores the importance of the “trialability” of an EBT
(Rogers, 2003), as it must be easy to implement, and reject, if it fails (Bond, Drake, &
Becker, 2010).
Several clinicians also noted that EBTs were more consistent with their professional
commitment to empowering clients. Certainly, the congruence between the EBTs and the
clinicians’ professional values facilitated their use. Rather than being seen as rigid and
mechanistic treatment emanating from the ivory tower, they were viewed as an empathetic
way of holding both clinicians and clients accountable to their shared goal of empowerment
and recovery.
Another major incentive for clinicians to learn and implement EBTs was the renewed sense
of confidence and competence that they attained as a result. They seemed to be aware that
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they were investing in themselves and in their career, noting that their skills would be sought
after on the job market. The notion that EBT adoption carries a competitive advantage has
been acknowledged from the perspective of agency directors (Proctor, et al., 2007);
however, it seems that appealing to the self-interests of clinicians and documenting the
professional gains they may incur from learning and adopting EBTs may be a promising
implementation strategy. Similarly, administrators would be wise to make an effort to
publicly recognize the efforts of clinicians to learn and implement new treatment
approaches.
Finally, clinicians noted that their use of EBTs kept them fresh, engaged, and less prone to
burnout. This is clearly a benefit to both clinicians and organizations given the high rates of
turnover and its detrimental effect on implementation success (Woltmann et al., 2008). In
fact, research by Aarons and colleagues (2009) demonstrated empirically that implementing
EBTs along with routine fidelity monitoring (framed as supportive consultation) actually
had a protective effect in terms of staff retention rates. Though implementing EBTs is
ultimately more difficult, time consuming, and expensive than usual care, it may ultimately
pay dividends in the form of improved patient outcomes and a workforce that is more
engaged, stable, and competent.
Barriers to Implementing EBTs
Many of the implementation barriers cited by clinicians have been well documented in the
literature, including lack of time, inadequate resources, and lack of knowledge (Bond, et al.,
2001; Cabana, et al., 1999; Grol & Wensing, 2004; Légaré, 2009; Rapp, et al., 2009;
Woltmann, et al., 2008). The barriers discussed (and listed in Table 3) can be very useful to
consider, as they represent avenues for intervention (i.e., strategies can be targeted to
overcome them). However, a few of the barriers mentioned are particularly deserving of
further research and attention in the literature. First, clinicians discussed the difficulty of
implementing multiple EBTs at once, noting the cognitive and emotional burden that it
placed on them. Indeed, it will be important for the fields of mental health and
implementation science to begin to consider how organizations can effectively build
evidence-based programs comprised of multiple EBTs. One organization represented in this
study relied upon different clinicians to be trained in specific EBTs, attempting to spread the
training burden while ensuring that their clients would receive the best available care. There
may also be opportunities for organizations to collaborate across networks in order to share
training costs or to create integrated networks of clinicians who are equipped to implement a
myriad of EBTs in response to client needs.
Second, several participants noted the lack of role models (both within and outside of the
organization) who were also implementing similar EBTs. This made it more difficult to
garner the technical and emotional support that implementation processes require.
Implementation strategies such as the identification or formation of learning collaboratives
(Markiewicz, Ebert, Ling, Amaya-Jackson, & Kisiel, 2006) and other supportive structures
may be important ways of mitigating the challenges posed by a lack of peer and
organizational support for implementation.
Finally, several clinicians mentioned difficulties with clinical decision making and knowing
when certain EBTs should and should not be implemented. This suggests that clinicians may
benefit from clinical decision tools in addition to ongoing training, supervision, and
consultation.
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Facilitators of EBT Implementation
The main facilitators of implementation for this sample of clinicians were ongoing training,
supervision, consultation, and fidelity monitoring (all of which were dependent on ongoing
financial support). Several clinicians noted the inadequacy of their initial training in the
EBTs, and discussed the importance of booster sessions as well as access to manuals and
other educational resources (in both paper and electronic formats). Similarly, they noted the
importance of access to treatment developers or other experts in the EBTs. Such
consultation can obviously be costly; thus, it will be important to think of efficient and cost-
effective ways of ensuring adequate levels of consultation (e.g., web-based consultation and
other resource sharing arrangements). Several clinicians noted the importance of group
supervision or implementation teams that gathered to discuss failures, frustrations, doubts,
and successes related to the implementation of a particular EBT (e.g., Dickinson,
Edmundson, & Tomlin, 2006; Rapp et al., 2008). These meetings were viewed as a safe
place where one could find encouragement and advice without fearing any sort of
professional retribution for noting struggles and failures. Indeed, psychological safety, or the
shared perception that a team or organization is safe for interpersonal risk taking, has been
noted to be an essential component of organizational learning and change (A. Edmondson,
1999; A. C. Edmondson, Bohmer, & Pisano, 2001). Thus, administrators and other
implementation stakeholders should take tangible steps toward achieving psychologically
safe work environments. Ultimately, the clinicians’ general desire for multiple, varied
training opportunities and resources is fairly consistent with the literature on the
effectiveness of training approaches. Trainings that are more dynamic and involve multiple
components are more consistently effective than more passive approaches (Beidas &
Kendall, 2010; Herschell, Kolko, Baumann, & Davis, 2010).
Adaptation and Fidelity
Surprisingly, clinicians did not report adapting the EBT models very often. They felt that the
EBTs were flexible enough for them to integrate their own personalities and therapeutic
styles in order to engage their clients and treat them effectively. This runs contrary to the
notion that EBTs are seen as overly rigid or constricting. Adaptations that were reported
seemed to be very appropriate, and largely served to increase the fit between the treatment
and the client. This finding may seem to contradict the finding that clinicians acknowledged
their tendency to drift from fidelity. In this context, adaptations are intentional changes to
the treatment model in order to increase their appropriateness or feasibility for a given
population, whereas therapeutic drift can be seen as an unintentional process by which one
gradually begins to stray from the treatment protocol. Ultimately, the clinicians in this
sample maintained that the EBTs did not need to be adapted very often, but acknowledged
the difficulty of maintaining strict adherence to the treatment protocols in the absence of
supervision, consultation, and routine fidelity monitoring. It will be important for the field to
develop practical methods for assessing fidelity in order to ensure that EBTs are delivered
appropriately and to examine the effects of planned adaptations.
The entire sample of clinicians reported their intent to sustain the EBTs (in some form).
They noted the importance of early investments (training, supervision, consultation, and
fidelity monitoring), but ultimately spoke as if the EBTs had become internalized, becoming
not only a part of what they do, but who they are as professionals. Some clinicians noted
using the therapeutic skills at home. In short, they were “sold” on the EBTs, and could not
see themselves abandoning the core principles. Furthermore, the positive experiences they
have had with EBTs seemed to build further interest in learning different EBT models.
These reports are encouraging, as they suggest that initial investments in training and
supporting clinicians may result in increased openness to and capacity for implementing
EBTs. Nevertheless, they acknowledged the importance of ongoing support (training,
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supervision, and financial), and several clinicians admitted that it would be difficult to
continue providing evidence-based care without substantial support.
Limitations
This study is limited in several ways, as it involves a small sample size drawn from a limited
number of organizations in one Midwestern city. It provides descriptive results based upon
the narratives of clinicians, and does not provide firm evidence of their fidelity to treatment
models or their effectiveness in attaining clinical outcomes. Additionally, the clinicians in
this study implemented a number of EBTs, the characteristics of which varied significantly.
Certainly, the characteristics of an intervention can often play an immense role in the
success or failure of an implementation effort.
Conclusion
This study underscores the complexity of implementation processes, with barriers to
evidence-based care emerging at all levels of the implementation context. Though the
literature is replete with accounts of implementation barriers, this study provides a number
of leverage points for implementation that serve as bright spots for those imagining more
effective implementation efforts. It highlights incentives and facilitators to implementation,
and presents hopeful narratives about the viability of implementing and sustaining effective
treatments. Hopefully, it can serve to inform those wishing to develop and test cost-effective
and efficient strategies to move EBTs into routine care, so that organizations and clinicians
will have adequate levels of support to improve the quality of mental health services.
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Table 1
Characteristics of participants (N = 11)
M or n SD or %
Age 43 11
Female 7 63.64
Race
    African American 3 27.27
    White, Caucasian 8 72.73
Education (Masters Degree) 11 100
Discipline
    Social Work 6 54.55
    Psychology or Counseling 5 45.45
Years of Experience 14.86 8.96
Years at Current Agency 9.26 5.72
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Table 2
Evidence-based treatments implemented
Assertive Community Treatment (ACT)
Community Reinforcement Approach (CRA)
Critical Time Intervention (CTI)
Illness Management and Recovery (IMR)
Motivational Interviewing (MI)
Multi-Systemic Therapy (MST)
Parent-Child Interaction Therapy (PCIT)
Trauma Focused Cognitive Behavioral Therapy (TF-CBT)
J Evid Based Soc Work. Author manuscript; available in PMC 2014 October 01.
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
N
IH
-PA Author M
anuscript
Powell et al. Page 16
Table 3
Implementation barriers and challenges identified by participants
Intervention-Level Barriers Organizational-Level Barriers
• Proprietary nature of EBTs (fosters reliance on treatment
developers)
• Inadequate infrastructure and buy-in from top administrators
• Poor intervention-client fit • Difficulties with coordination of care
• Tensions between flexibility/adaptation and fidelity • Interpersonal conflict
• Lack of “buy-in” from a critical mass
• Less convenient and more difficult than practice as usual • Financial (no money for training/consultation, staff, material
resources; services not directly reimbursable)
• Rigidity of the treatment models (Resistance to adherence)
• Difficulty with research instruments/assessments • Lack of ongoing support
• Lack of adequate oversight/supervision
• Insufficiency of initial training
Client-Level Barriers
• Drop-out, lack of buy-in or participation System-Level Barriers
• Few role models (peer agencies who are also delivering the EBT)
• Cultural barriers
• Different values and priorities of juvenile courts, probation officers,
schools, etc.
Clinician-Level Barriers
• Clash between clinicians’ training and expectations of EBT
• Poor communication between university and applied settings
• Clinicians’ reluctance to seek out research findings
• Perverse incentives (e.g., financial incentives of keeping clients on
the caseload for long periods of time)
• Clinicians’ resistance to manualized treatments
• Distrust of “evidence” • Non-recovery-based model of care
• Theoretical diversity • Paperwork/administrative burdens
• Lack of knowledge/mastery
• Difficult decisions regarding the appropriateness of EBTs
• Competing demands
• Lack of time/poor time management
• Overwhelmed by learning multiple EBTs at once
• Lack of personal financial incentives
• Entrenched behavior patterns
• Failure to embrace a continuous growth/learning perspective
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